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1. To better understand normal cognitive function

2. To recognize differences between normal aging, Minor Cognitive Disor.
Major Cognitive Disorder and Dementia

3. To identify conditions often confused with dementia

4. Tounderstand the specific information used in assessing a patient for
dementia




Cognitive Function

Cognitive function is how we acquire and process information.

A Attention- Beingable to stay focused on something despite distractions,
long enough to get the needed information

A Perception The information we take in with our 5 senses
A Memory Includes short term, intermediate and long term

A Executive functionJudgement ardecisioAmaking




Executive Function

IS VITAL TO SAFETY/DANGER AWARENESS
A How we make decisions, solve problems and use judgment

ATheabiIity to make any plan (however simple) and follow an appropriate
sequence of action

A Respons® feedback and erroorrection

A Socially appropriate behavior




What are normal changes in brain function
seen with aging?

The MOST COMMON symptom of a normally aging brain is SLOWER

processing of information

A An aging brain can still processNEW f or mat i on, but .
used to be

A An aging brain becomes less efficient and is forgetful for general things like
names and numbers

A Because of the forgetfulness, a normally aging brain has a greater need for
Information to be IN CONTEXT in order to be retrieved
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A A normal aging brain retains general knowledge and vocabulary
A Retains memory for relevant, sedirned material

A Retains recall of past personal or historic events




Normal aging adults without dementia will still
have decreasing brain function

AOnIy about 4% of normal adults between agé® @bll have moderate to
severe memory problems (require some support)

A Even without dementia, the risk for memory problems increases with age.

A But that number increases to 36% by age 85

Ret Federal Interagency Forum on Apgtated Statistics 2000




Neurocognitive Disorder

-

A Neurocognitive disorders are disorders where impaired cognition has NO
been present from birth or very early life

A Represents a DECLINE from a previous, higher level of function

N gie et A B Sl et e S Re N ONC O R E T
conditions that affect younger individuals where the cause is brain trauma, F
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degenerative dementias that usually affect older adults.




Mild Cognitive Disorder Is a type of
Neurocognitive Disorder where:

A There is evidence of MODEST cognitive decline from previous level of function

AThe deelinein fUunction does NOT ini

(although there may be more effort, time, or strategies required to maintain
function)

A The cognitive decline is NOT due to delirium

A The cognitive decline is NOT due to other mental disorders such as depression or
schizophrenia

Mild Neurocognitive Disordeisually progresses to Demeatiar timeput for some
the progression may be slow




Dementia Is a type of Neurocognitive Disorder
where:

A There is evidence of significant cognitive decline from previous function

AT he declinetin Blhnctiion T hterfenres -
A The person does NOT have delirium

A The symptoms are not better explained by another disorder such as depression or
schizophrenia

Cognitive deficitare very common in meniléilesses such as schizophrenia, bipolar,
etc.,but only disorders whose CORE FEATURES are cognitive can be considered for
a dementia diagnosis




The Most Common Dementias:

1. Al zhei me +Upso 70% of Bamergias; memory and speech
. problems are the earliest symptoms

2. Par ki nson’s Dlpgoe2a% & Debnenties;piobleans with
attention and executive function are the earliest symptoms

3. Vascular DementiaUp to 10% of Dementias; variable symptoms




What are early symptoms of dementia?

A Memory slips occur more and more often

A Social behaviors may become less appropriate

A The person may become suspicious, which can lead to isolation and avoidance of oth
people, even potential helpers

A A decline in personal hygiene, either from not noticing, not remembering or not caring
A Hoarding

(LCRONIE )




Some dementias can be reversed as long as the
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A Drug toxicity When a patient has to see several different doctors for several

chemotherapies can also cause dementia symptoms which may or may not

conditions, and all the doctors prescribe medications, there is a risk of th
medications reacting with each other or building up to higher levels than
expected, resulting in dementia. Very powerful drugs like the cancer

reverse; this I s ghewmabmn®™ he common

A Vitamin B12 deficiency and hypothyroidism can both cause dementia, and
supplementation with B12 or thyroid hormone can reverse the dementia if
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Some dementias can’t =
be improved with medical treatment or surgery

A Alcohol dependence

A Epilepsy (poorly controlled)
A Syphilis
A Fungal infections

A Tumors
A Subdural hematoma
A Normal pressure hydrocephalus




Dementia: timeline of development

A An Important symptom of dementia is its SLOW TIMELINE: developing
over months or years

A The slow timeline of dementia is similar to the timeline of depression but
different from the timeline for delirium

A It can occur more quickly after brain trauma, stroke or brain surgery

A Dementia may seem to have a suddsatf the person losescaregiver,
or loses familiar environmental cues (as in evacuation or hospitalization)




Dementia or depression: which one is it?

A Depression is THE most common mental illness confused with dementia
ADepr ession mimics demendemerstol avel | -

A In BOTH dementia and depression:
A Gradual onset over months

A The attention becomes impaired
A Mental function slows down

A Memory declines

A They neglect self care




How can you tell depression from dementia?

A Depression can sometimes be picked up with a thorough mental status exam

A A detailed social history also helps differentiate !
A Sometimes the only way to tell is to treat the patient with antidepressantsa
he piraens S 0N W | mprove but demenps

A Once the depression resolves, the apparent dementia symptoms resolve also




Dementia or delirtum: which one Is 1t?

A Delirium is directly associated with physical medical problems.

A ltis seen in patients immediately after major surgery, with infections, with high fever, in
medication side effects, in drug reactions or withdrawal

A Its HALLMARK is impaired attention

A The onset is RAPID, occurring in hours or days
A The sleepvake cycle may be disturbed

A Hallucinations are frequent

A It often resolves within 48 hours once the medical problem has been resolved or controlled;
although with older people it may take longer




What is the significance of delirrum?

A The delirium is a SYMPTOM of a physical or medical problem that should
be addressed

Aln many individuals the earliest sign of an impending dementia may be a.
delirium following major surgery. Even if they return to normal function

after the delirium resolves, the patient and their family and clinicians should

now all be alerted that this patient is at high risk for developing dementia at a
later date.




How do we arrive at a dementia diagnosis?

. 1. A dementia- specific social history is one of the most-
critical elements of a dementia assessment




A standard social history usually includes:

A Family of origin

A Education and occupation

A Substance abuse and legal history
A Military service

A Marriage and children




Examples of tasks which requires specific |
changes to the standard social history: |

AAdoption agency

A Substance abuse facility

A Forensic facility
A School social worker

A Dementia assessment




A dementisspecific social history starts with |
the standard social history, but expands on It.

Ehe RKRIEERStE:s €r Bt eriba [ nathe: DSM V- OB
cogntt ive decl i ne. fro0m a previous-'

Thedementda peci fi ¢ soci al hi story expl|q.

USED to be like, WHEN/HOW they started to change, and what they are like
NOW.




Case |

An older man with chronic schizophrenia was residing in a group home and
had several psychiatric hospitalizations. Nursing facility placement was soh
t

due to a new diagnosis of dementia, but there was insufficient medical da
support the diagnosis.

A standard social history described the patient as having grown up in his
family of origin and graduated from high school. He was never employed due
to severe mental illness and is on disability. He never had substance abuse |or
legal problems, and never married or had kids.




Casd ' (cont d. )

At the group home he neglected his hygiene and attended activities, but
would not participate. He was often4tompliant with medication, which
resulted in repeat psychiatric hospitalization. .

The request for nursing facility placement was declined twice because there
was ‘Rot hi ng "to sSUggest demendt:I a: ®




At the third application, a demerseecific social history was submitted

Casel: cont: d. contri bu s
af-tekr .l hhe socil al wor ker was abl e

patient had been stable for over 35 years. During that time, he had resided-
group homes and assisted living facilities near family, with whom he maintained

relationships. He socialized with his peers and was cooperative with staff. He
attended his hygiene and was reliable about taking his medications. He could
come and go freely and was able to make some of his own purchases.




Case #1 cont B

About4-5 years ago, the patient'’'s ab}s
but he was initially compliant with his medications and there was no indicaty
by his mental health clinicians that the schizophrenia was the cause. He bh
less cooperative and less reliable about taking his medications and THEN
suffered relapses of his schizophrenia, requiring hospitalization. Even though
his mental illness was well controlled, he had never returned to his previous
level of cognitive function and could no longer function safely or reliably in an
unrestricted environment.




How do we arrive at a dementia diagnosis?
feont  d)| ‘

7. A Mental Status Exam by a clinician in a narrative format (not a checklist)

IS extremely important. It is MOST helpful when the MSE is done at
. admission and again as the patient appraachaesc har ge. A
status can change dramatically in a matter of days, especially if they receive
treatment for depression, psychosis or delirium.

A mental status exam can be considered recent If it IS done within about a
week of our receiving the application.




Weaknesses of a checklist evaluation and

singleword descriptors

A Lack of information about the degree of symptoms
A Inconsistencies between examiners

A Examiners are forced to choose between a limited list of descriptions




Each patienl was = di

A harrat tve descrlpbes:s Il he: T sl pdys
get off the exam table, resists blood work by fearfully pulling away from st
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Two different examiners
assess the same patient.

Inconsistent mental status exam due to checklist choices.

Examiner 1.
Attention: ImpairédConcentration: Impaireemory: Impaired

Examiner 2:
Attention: GootlConcentration: Godad/lemory: Good




How do we arrive at a dementia diagnosis?
cecont  d)

3. Medicallaboratory and radiologic evaluations are very important but are

. beyondhe scope of this discussion. .




Neurocognitivé e st i ng ( c O

A There are 2 general types of neurocognitive testing, one Is stEsisning

. AScreening tests assess the POSSIBILITY that someone has a
particular disorder

AScreening tests are NOT sensitive enough to make a diagnosis

AThe purpose of screening tests is to identify patients who warrant
more detailedssessment




Weaknesses In the Mental State Exam

A It misses people with mild, but still significant memory problems
A It does not assess executive function

At has an unacceptably high rate of false positives (indicates someone h
dementia, when in fact they really may have anxiety, PTSD, depression,
delirium, schizophrenia, bipolar, schizoaffective, severe fatigue, drug
withdrawal, etc.)

!\!




Examples of using the Midiental State Exam
to track cognitive function

Patient A: Admission score 11, two weeks later score 26

Patient B: Admission score 10, two weeks later score 12
Patient C: Admission score 11, two weeks later score 14, six weeks later s

!!!e !

Remember that a perfect score is 30.




Diagnostic Neurocognitive testing

A The other type of neurocognitive testing is diagnostic testing. It can only be
done by a specialist, usually a psychologist. This testing is VERY detaile
. takes several hours, covering a wide range of domains.
Alt is seldom available in a general medical hospital but is extremely helpful
when done by a properly trained professional.

fu




Best iInformation for an uninterrupted
processing of a PASRR application

A Dementiaspecific social history
A A narrative style mental status exam CLOSER to time of discharge F

AIf using the mini mental state exam or MOCA, please test the patient twi
(close to admission and close to discharge)

A Medical information




Summary

AToday we looked at several pertinent definitions.

A We looked at the changes seen in normal aging.

A We discussed common examples of dementias that can be reversed, and
those that can be improved.

A We went over the symptoms of early dementia.

A we compared/contrasted symptoms of dementia with depression.
A we compared/contrasted symptoms of dementia with delirium
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Sl mmaty., Cont

A We discussed a demespacific social history

A We discussed the superiority of a narrative format mental status exam o
checklist format for both diagnosis and placement decisions

A Discussed how we look at the whole person and not just the diagnosis in
making PASRR placement determinations.

A How best to use the mini state exam
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Sl:mmaty ., cont

A Our goal is to always continue to improve our services.

A A better understanding of dementia and its assessment can help us imp
communication with providers, so that we can get the information most
helpful to our tasks in a timely manner.

A But the bottom line is always the patient. We are a service agency, and we are
tasked with helping provide the best services and placement for those
Individuals who can no longer help themselves.

Altis hoped that this presentation can serve to further that goal.
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